Study objective-The aim was to examine whether body height is associated with intergenerational social mobility, and to determine the importance of intergenerational mobility for adult health.
14%. In the current study a subsample of 9203 persons aged 30-74 years at the time of the interview was used. Measurements and main resultsInformation on adult height, socioeconomic status during childhood and in adult life, self perceived general health, and self reported longstanding illness at the time of the interview was supplemented with mortality data during the follow up period. The direction of the intergenerational mobility was defined as upward mobility, downward mobility, and no intergenerational mobility. The chances of falling into each of these three groups for tall, medium, and short persons were compared. The three mobility groups were also compared with regard to general health, longstanding illness and early death. The tall third of the sample was upwardly mobile to a larger extent than the short third, while the short third was more likely to be downwardly mobile. The upwardly mobile group perceived their health as bad much less than was expected. It also included a smaller number of persons with longstanding illness. Mortality, however, was not lower in this group.
Conclusions-Childhood environment
influences height, height is linked to upward mobility, and upward mobility is linked to better health. This is one way in which childhood environment has an impact on adult health.
The long term effects of the socioeconomic environment in childhood on health have increasingly come into focus. It seems clear that intergenerational mobility in this context should be taken into account. In this study new evidence is presented on the relation between childhood environment, intergenerational mobility, and adult health. For this purpose we used the socioeconomic group of the father, derived from his occupation, as an indicator of the childhood environment. Another indicator of the childhood experiences, suggested by Floud,' for example, is height.
Height differences between socioeconomic groups were demonstrated earlier in a sample drawn from the Swedish population.2 People whose fathers were classified into the higher socioeconomic groups were significantly taller than those whose fathers had a lower status. We then asked whether these differences were linked to differences in adult health. Evidence suggesting that height is connected to adult health in the Swedish population was given in another paper.3 The shortest third ofthe sample had about a 20% excess risk of dying during a six year follow up period, compared with the tallest third. The differences between the groups was larger for cardiovascular diseases in general and for coronary heart diseases in particular. Such specific effects of childhood experiences on adult health have also been discussed by, for example, Forsdahl4 and Barker et al. 5 The latter found that men with a low weight at birth and at one year of age had a higher death rate from ischaemic heart disease than those with a higher weight. In our study the people in the shortest group were also more likely to classify their general health as bad. These differences were slightly reduced when childhood socioeconomic group was taken into account.
The connection between height and adult health could indicate that childhood experience has an effect on general health in adult life. 6 7 However, this connection could also be a result of mobility. If, for example, tall people are more likely to be upwardly mobile and more likely to enter occupations with better prospects and which are more beneficial to health, we might end up with results such as those we presented in an earlier paper.3 The reduction in health differences between height groups after controlling for both father's and own socioeconomic group suggests that this is one possible explanation. Support for the thesis that tall people are more likely to be upwardly mobile has been given by, for example, Marmot, 8 Three questions about the health of the interviewee were used: "How do you consider your own health in general? Good, bad or something in between?", "Do you suffer from any longstanding illness or handicap?" and "Do you take any medication regularly?". The latter two were used together to measure the presence of any longstanding illness. The occupation of the respondent's father was classified into a socioeconomic group according to a classification system which has been used by Statistics Sweden since 1974.11 For 0 90°no code could be given. The occupation of the respondent her/himself was coded according to the same system. Students formed a separate group. Nonclassifiable person, eg, those never employed, also constituted a separate group (5 0°U of the sample).
Three mobility groups were defined; those upwardly mobile, those downwardly mobile, and those with no intergenerational mobility (ie, father's and own socioeconomic group the same or equivalent). As there is no obvious overall principle according to which we could rank the socioeconomic groups we chose to include only those cells in the mobility matrix where the direction of the mobility was thought to be reasonably clear. This classification included 71 0",O of the men and 67 2"o of the women aged 30 years or more. How the classification into mobility groups was carried out and the proportion of men and women falling into each group is shown in table I. For each combination of father's and son's/daughter's socioeconomic group there is a cell in the table. The mobility direction, if any, is given. Also given is the proportion of men and women over 30 years of age and of a specific socioeconomic group of origin falling into that cell. As an example we can mention that 34%O of the sons and 50°, of the daughters of unskilled manual workers were unskilled manual workers themselves at the time of interview. These were classified into the nonmobile group.
Three height groups were defined in such a way that each included one third of the male or female sample. For each height group the observed number of upwardly mobile, downwardly mobile, and non-mobile was compared to the expected number. The expected numbers were based on the total number in each mobility group in the subsample used in the mobility analyses. They were calculated separately for men and women and were specified for each five year age group, and, in some of the analyses, by father's socioeconomic group. The total expected number was obtained by summarising over strata. Thus a "standardised mobility ratio" could be calculated as the ratio of observed and expected numbers in each mobility direction for each gender and height group. The observed number of deaths and persons with reduced health in each mobility group was compared with the expected number, calculated in the same way as described above.
An alternative method for analysing the association between height and mobility, based on odds ratios in a mobility matrix, was also applied. In this, the odds of falling into each mobility group were calculated for the tall and the short group respectively. The ratio between the odds Table II shows the observed/expected ratio of upward and downward mobility in the three height groups, when standardising for age and childhood socioeconomic group. Tall men and, to a somewhat greater extent, tall women were more upwardly mobile than expected. The opposite was true for the short third, ie, the number of downwardly mobile persons was larger than expected in this group. Table III examines the same issue using a different method. For each childhood socioeconomic group and for each gender the tallest third of the sample had a larger proportion of upwardly mobile than the shortest third. With the exception of sons of intermediate and higher non-manual employees, downward mobility was more common among the shortest. Upward mobility is thus more uniformly linked to height than is downward mobility.
To give an idea of the size of the differences in body height between mobility groups, the sons and daughters of unskilled manual workers who themselves have become higher non-manual employees were compared with those who, like their fathers, have become unskilled manual workers. The differences in mean height are estimated at 2-6 cm for men and 1 cm for women (data not shown).
The need for, and effect of, standardisation for childhood socioeconomic group is evident when it comes to the connection between mobility and mortality (table IV) . Men whose socioeconomic position was higher in adulthood than in childhood had a higher mortality than expected when the effect of childhood socioeconomic group was ignored. After standardisation for childhood socioeconomic group it seems that those with a lower position than their fathers were at greater risk. For women there seems to be no difference in risk of early death between upwardly and downwardly mobile individuals. It should be pointed out that the precision in these estimates is low.
When we studied the number of persons perceiving their health as bad (table V), we found that after standardisation for father's socioeconomic group, the group with a higher socioeconomic position than their fathers had a smaller proportion than expected of individuals who perceived their health as bad. This was true for both genders, but in particular for men. The upwardly mobile were also less likely to report a longstanding illness. The non-mobile group also had a larger proportion than expected ofmen with poor general health and reported longstanding illness to a larger extent than could be accounted for by age and socioeconomic group in childhood (table VI) .
Discussion
In the introduction we asked whether tall people were more likely to be upwardly mobile than short people. From 
